Twining: Posture in radiography of the skull.-This paper deals with posture in relation to the diagnosis of intracranial tumours, and falls naturally into two divisions: (1) Direct evidence of tumour. (2) Evidence obtained by ventriculogram or encephalogram.
Section o'f Radiology 9 the value of stereoscopic skull films. The skull-flap of another case, of which fig. 2 is a radiogram, shows well the character of the " purposive " diploic vein, compared with diploic veins of a more normal type. Although this vein could hot be seen in the postero-anterior view, its position in stereoscopic radiograms before operation accurately localized the tumour, a huge parasagittal meningioma in the posterior parietal region.
Bone erosion and hyperostosis.-The point to remember is that the affected area is usually small in proportion to the size of the tumour and suspicious regions have to be carefully examined stereoscopically and tangentially. Particularly in the case of hyperostosis of the outer table, a tangential view of the diseased area is essential to demonstrate the typical fluffy spicules on the surface of the vault over the point of the attachment of a meningioma. A localized thickening of the inner table (' enostosis ") which sometimes occurs over a meningioma, also requires a tangential view, to bring out its essential character. The enostosis shown in fig. 3 by means of a tangential view, accurately localized a meningioma which was much larger than might have been anticipated from so small a bone lesion. This tumour, succetssfully removed by Mr. Jefferson, was 31 in. in diameter. MIeningiomas of the base (fig. 4 ).-These also arise in the neighbourhood of the venous sinuses. They have been grouped according to their common sites of origin. I want to draw special attention for our present purpose to: (1) The olfactory groove meningioma; (2) the sphenoid ridge tumour and sylvian cleft meningioma; (3) the tumour arising from the back of the petrous, occupying the cerebello-pontine angle, and simulating clinically and radiologically an acoustic neuroma.
(1) The olfactory groove meningioma.-This tumour, lying far forward in the skull, is accessible to the surgeon, but relatively inaccessible to X-ray, because its point of origin is on the irregular and thin floor of the anterior fossa, and because it may produce very little in the way of signs. Half of them produce X-ray changes.
Proceedings of the Royal Society of Medicine
This may show a small tuft of bone formation on one side, near the ethmoidal groove. It is of advantage in such cases to make the stereoscopic shift up and down the couch instead of across it, so as to separate the floors of the anterior fossa3 of the skull from one another in this manner.
A third method, sometimes useful, is a postero-anterior with the head flexed, in order to show the sphenoidal roof and the anterior clinoids, a position similar to Granger's position for the sphenoidal sinus. It shows the anterior and posterior clinoids, and, by demonstrating erosion of the anterior clinoid on one side, or bony changes near the mid-line in the anterior fossa of the skull, may localize an olfactory g.roove meningioma or other tumour of this region. A view which is occasionally useful for olfactory groove meningioma is the Rhese position for the optic foramen, because it shows so clearly the ethmoidal roof as well as the optic foramen and the anterior clinoid. Inacidentally, meningiomata as well as gliomata of the optic nerve may dilate the optic foramen; but they seem to be very rare, for though we have had many suspected cases referred from the Eye Hospital, I have never succeeded in finding dilatation of the optic canal by such a tumour.
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Sectirn of-Radiology 595 What I have said of olfactory groove meningiomas holds good for orbitoethmoidal osteomas, though these are usually easier to detect.
(2) Meningiomas of the sphenoidal ridge, arising from the lesser wing, may cause extensive hyperostosis of the middle fossa and of the lesser wing itself. About two-thirds of these tumours produce direct X-ray signs.
The lesser wing can best be studied either: (1) by lateral stereoscopics, shifting the tube across the couch in order to separate the lesser wings; or (2) by projecting the lesser wings into the orbits by a modification of the " chin-nose" projection. Either hyperostosis or rarefaction of the lesser wing may occur. Rarefaction of the lesser wing has been extensively studied by Olivecrona and Lysholm, and is not very helpful. It may be misleading, for instances are recorded in which the lesser wing opposite to the tumour has been more rarefied than that on the tumour side, and this has led to false localization.
Destructive changes in the middle fossa itself are best studied in the vertical projection. Fig. 5 shows destruction of part of the base, due to an endothelioma of the pharynx invading the middle fossa from below. It had destroyed the left foramen 9 Proceedings of the Royal Society of Medicine ovale and a wide area behind it and to its outer side. I have not seen a case of such destruction of the foramen ovale by meningioma of the middle fossa, though this may occur. Extensive hyperostosis of the middle fossa and temporal bone is the more common sign of the meningiomas (usually " en plaque ") of this region.
(3) The meningiomas of the posterior fossa are difficult to localize. They produce direct signs in only about one-third of the cases. Caution should be exercised in attributing to tumour the convoluted diploic veins sometimes seen in the lateral view below and behind the petrous bone. These are normal. The most useful localizing sign is erosion of the petrous bone. This sign is also produced, of course, by the much commoner acoustic neuroma, and by some rare tumours of vascular origin, and we may consider them together. The question is, which is the best method of showing erosions on the posterior surface of the petrous bone.
(a) Stenver's position shows the bone well, but superimposes anterior and posterior surfaces, and is therefore unsuitable for our purpose. (d) The internal auditory meatus can be brought into line with the external, using a projection similar to Schuller's (lateral, head elevated 15°, and rotated towards the tube 100) for the mastoids. The method was devised by Henschen of Jena, in 1910, for detecting enlargement of the internal meatus by acoustic neuroma. Cushing used it in his clinic, but found dilculty in exactly duplicating the correct position, and for this reason it was given up. The difficulty in getting the exact position is easily understood when we consider how frequently the postero-anterior view discloses asymmetry of the petrous bones, and of the direction of the internal auditory meatus.
I have found that the correct position for superimposition can most easily be obtained by screening the patient through a small diaphragm and tilting his head until the internal porus shows visually as a bright translucent dot through I he external auditory meatus of the same side. This is surprisingly easy to do, nind enables a very close comparison of the internal pori to be made. [Examples were shown of enlargement of one internal porus demonstrated by this method.] But I have practically given up this method as a routine, for two reasons: (1) Some acoustic neuromata do not dilate the meatus, but merely erode superficially its opening on the back of the petrous bone with the surrounding bone. In this case the superimposition method is valueless ; (2) because a much better method is available. This is a method of fronto-suboccipital projection ( fig. 6 ). The patient lies on his back with the chin well flexed so that the orbito-meatal line is vertical. The film is placed with its centre in the suboccipital region. The central ray makes an angle of about 30°with the orbito-meatal line and grazes the posterior surface of the petrous bone. (Fig. 7 taken in this position, shows well a posterior erosion of the right] petrous bone due to meningioma in the cerebello-pontine angle.) [Other examples of erosion of the petrous bone demonstrated by this method were shown.] This projection I have for many years found useful for occipital fractures and for localizing small tumour calcifications in the posterior fossa which were hidden by the petrous bone in the normal postero-anterior view, but since I learned from Dr. Sachs of Baltimore that it had been described by E. B. Towne in connexion with acoustic neuroma I have always used it for this purpose.' It is called "Towne's position " by American writers, and is, without doubt, a most useful method. Proceedings of the Royal Society of Medicine VENTRICULOGRAPHY AND ENCEPHALOGRAPHY In ventriculography and encephalography, interpretation of the radiograms depends upon a knowledge of the posture in which they are taken, and this part of my subject provides many instances of useful variations of posture.
We may consider: (1) Investigation of internal hydrocephalus often, of course, due to tumour; (2) investigation of pressure deformities of the ventricles due to -cerebral tumours and atrophy of brain tissue.
Hydrocephalus in children and adults.-The cerebrospinal fluid is secreted from the choroid plexus in the lateral ventrieles and flows via the foramen of Monro, third ventricle, the aqueduct of Sylvius, the foramen of Magendie and the foramina of Luschha into the cisterna magna, then forwards through a chain of basal subarachnoid *cisternie to the region of the Sylvian fissure to reach the surface of the brain where it is continually absorbed. There are certain points of narrowing where a block is *easily caused-foramen of Monro, third ventricle, aqueduct and the foramina of Magendie and Luschka. We have examples of blocks at each of these points, but in children the two commonest are cerebellar tumour and pachymeningitis in the posterior fossa. In adults acoustic neuroma and suprasellar cyst and mid-brain tumour must be added. The resulting internal hydrocephalus causes expansion of the brain, which, in children, produces its greatest effect at the vault, causing the characteristic gaping sutures, convolutional impressions and globular skull. In adults these signs are far less marked and may be altogether absent, and in them a very marked hydrocephalus often exists with no bony changes in the vault whatever : but there is one point on which the dilated ventricles can exert a maximum influence on the skull wall, i.e. at the base of the brain where the third -ventricle lies close to the pituitary fossa. The third ventricle dilates and forms a thin-walled sac which presses first on the posterior clinoid processes, eroding them, and then on the pituitary fossa which it distends and destroys.
Sellar destructions due to pituitary or suprapituitary tumour cannot always be distinguished from those due to hydrocephalus, but much information may be obtained by means of ventriculography.
Ventriculography in a case of obstructive hydrocephalus involves the use of a good many special postures. First of all, what is the problem involved? Put simply it is this. At what position is the obstruction ? If it is in the region of the third ventricle it will require a frontal or temporal surgical exposure; if in the midbrain, it is likely to be irremovable; if in the posterior fossa it will require subtemporal surgical approach. So that the aim of ventriculography in such a case is to demonstrate the site of obstruction if anterior, or by exclusion to limit its probable site to the posterior fossa.
Patency of the foramina of Monro.-This can be tested very graphically on the fluorescent screen with the patient sitting up. If he bends his head forward and turns it to one side we can cause a transference of air and cerebrospinal fluid at will from one side to another, until the fluid levels are at the same height. Usually it is enough to note whether; the third ventricle fills, and whether air passes across from the ventricle which has been injected to one which has not. There are certain surgical tests which render this radiological investigation unnecessary in most cases.
If the third ventricle fills we want to know if it is dilated. If it does not fill we want to know why.
A dilated third ventricle is sometimes well shown in the antero-posterior view, below and between the lateral ventricles. It is still better shown in the vertical projection. The central ray runs directly through the anterior end of the third ventricle, and the radiogram will show the anteiior ends of the lateral ventricles with the third between thbm. In the lateral view, if the ventricles have been completely emptied, the whole of the thuid ventricle is sometimes seen. But in a 12 .598 13 Section of Radiology 599 case of obstructive hydrocephalus one very rarely gets such good emptying. Some fluid remains, and in the lateral position excludes air from the third ventricle. In order to make sure of filling it, and demonstrating its exact shape and outlines, I devised some years ago the following technique. The patient lies on his back with head extended as for a vertical projection, but'instead of the usual view, a lateral is -taken (fig. 8 ). The air rises into the anterior end of the third ventricle and distends it, showing us two projections with a notch between. The notch is due to the optic chiasma. The projection behind it is the infundibulum of the pituitary body. Fig. 9 , made by this method, shows how the dilated third ventricle reaches down to the sella, which it has destroyed. Obviously this method has possibilities of detecting tumours above and in front of the sella, which deform the third ventricle, and I have already met with examples of such deformity due in one case to *craniopharyngioma, in another to suprasellar meningioma, and in a third to meningioma of the base.
If in addition to tilting the head back, the couch is tilted as well, we can by this method fill the third ventricle as far back as the opening of the aqueduct, and show the pineal recess at the posterior end of the ventricle. But we cannot show the aqueduct and fourth ventricle. The fourth ventricle can occasionally be shown by encephalography, air being introduced by lumbar puncture with the patient sitting up.
In two cases of suspected pineal tumour I have examined in the position shown in fig. 10 . It is a prone position with exaggerated flexion of the head. It shows the cleft between the lateral ventricles in which deformity by pineal tumour might be expected, but in neither of these cases was pineal tumour present, and no deformity was found.
Apart from the investigation of cases of obstructive hydrocephalus, which may be due not only to tumour, but to adhesive meningitis, we have to consider deformities of the ventricles resulting from lesions of the cerebral hemispheres. In this case information can usually be gained by a routine set of films, one antero-posterior, one postero-anterior, and a pair of laterals, but it is often necessary to devise, on the spot, modifications of these, or special positions to show the tumour more clearly. With parietal and temporo-sphenoidal tumours the deformity and lateral displacement of the ventricles is usually easy to recognize in antero-posterior and postero-anterior films. Tumours of the frontal lobe push one or both anterior horns backwards and .. . . . .. Ila) . It is not always easy to say on which side the tumour lies because the deformity is not easily appreciable in the antero-posterior film, and in the laterals it may be very difficult to determine the side of the lesion: we find stereoscopy of little help. A method of identifying the right and left horns in such a case consists in the following procedure. The patient lies supine in order to keep both anterior horns filled with air, and then rotates the head alternately slightly to the left and then slightly to the right. In each case a lateral view is taken in this position ( fig. llb) . Rotation towards the tube brings the ventricle nearest to the film uppermost; rotation away from the tube brings the ventricle further from the film uppermost. By comparing the two films it is easy to identify the right and left horns respectively and to show which is the more deformed of the two. In one case this was the only guide the surgeon received as to the side of the lesion, and enabled him to cut out his flap on the correct side.
Routine laterals.-It should be noted that the shape of a partly air-filled ventricle in lateral ventriculograms with the patient lying, differs greatly with position. If that ventricle is lowermost, air collects in its middle portion-because the ventricles are arched towards the mid-line here. If it is uppermost, air collects at its extremities -the frontal, occipital and temaporal horns; so that we may get a pseudo-fillingdefect of the extremities of the lowermost ventricle, and a central pseudo-filling-defect 15 601 Proceedings of the Royal Society of Medicine in the uppermost (fig. 12, a and b ). Uale3s this is appre3iated a false diagnosis of tumour may easily be ma.de, and it is essential to study each radiogeam with the most careful reference to the po3ition in which the he id was placed when it was taken. The filliag-defect arrowel in fig. 12b , at first sight resembles the tumour filling-defect in fig. lla , but is solely due to p3stare.
Antero-posterior.-In this position the frontal horns, being uppermost, are filled. They lie near the mid-line, separated by the septum lucidum, shown as a dark median shadow, and with the third vantricle form the "ventricular butterfly." It is essential that the head should be flexed, so as to throw the frontal sinus below, and clear of the ventricles. In this position deformity of the vantricle by a parietal tumour, and displacement of the whole system to the oppo3ite side is well shown.
Postero-anterior film3, face downwards, show the posterior portions of the ventricles filled with air, and because they diverge from the mid-line we get a different picture, resembling a flying vulture.
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A lateral view, with the patient face down, shows the posterior horns well, and demonstrates or excludes deformity due to tumour.
This position gave an interesting finding in a case of atrophy of the occipital lobe following an injury. In the radiogram one posterior horn was normal-the other reached to the occipital end of the skull where the ventricle and the skull-wall are practically in contact, as a direct result of total local atrophy of the occipital cortex.
The examples given do not illustrate fully the subject of posture in relation to ventriculography. Nearly every case presents its own special problem, and requires. a postural technique specially adapted to that problem.
Dr. J. V. Sparks: Posture in radiography of chest cases.-The posture of the patient is primarily of importance in the routine examination, because it is from these views that we must decide if any subsequent examination is to be of help.
The posture which I employ for the routine anterior view is one in which the patient lies prone on a cassette tilted at an angle of about 100 towards the apices, with the forehead resting on a sandbag; the elbows are flexed and the shoulders are pressed well down and forwards ( fig. 1 ). I have adopted this position as the standard because it gives the closest apposition between the patient and the film, and because it throws the scapulze and breast shadows clear of the lung fields, thus giving the best definition and detail in the lung. I emphasize the importance of this posture for the routine view because the diagnosis of tuberculosis depends on the recognition of tubercles in the X-ray film, so that every possible means must be utilized to obtain such detail in the films that these tubercles may be apparent. Naturally, the first variation from this view is the routine erect anterior view which I take with the patient sitting, and not standing, as many patients are able to sit up who might not be able to stand. From an examination of these two views, 17 603 "T a decision can usually be arrived at as to whether any subsequent examination is necessary. Such may include a posterior view, a right or left oblique view, or a right or left lateral view. In addition to these views, or as a substitute for any .one of them, there are certain cases which may require special examination in unusual positions, by reason either of the condition of the patient or of the appearances seen.
When special views are demanded bv reason of the condition of the patient, it is often necessary to be content with a posterior view, and where the presence of fluid is suspected and the patient is too ill to be placed in the upright position, fluid can often be demonstrated by turning him on to his side and taking an anterior or posterior radiogram with the rays passing horizontally parallel to the floor (fig. 2) . The fluid level, of course, only appears in cases which would normally show .a level in the erect position, such a level depending on the association of the fluid with air.
FIG. 2.
There are special views which may be of value in certain cases, and which require -a careful screen examination in order to obtain the correct position. These include views which are taken with varying degrees of rotation of the patient to demonstrate any particular lesion noted on the screen. Such views are employed for the localizatilon of pleural adhesions prior to thoracoscopy, the localization of abscess .cavities prior to operation, and for the localization of encysted fluid prior to paracentesis. It is only natural that the presence of fluid in association with air -should give the greatest opportUnity of determining the value of posture. It is usual for such fluid to obscure the base, and it can easily be displaced from this position by inclining the patient at such an angle that the fluid will flow into a different part .of the pleural cavity. Such a view is of use to show the base in cases where there is a hydropneumothorax. The patient may be tilted to any angle, or even completely -inverted.
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Sectwon of Radiology 605 I do not propose to make any reference to special apical views, as the routine radiogram should give as perfect detail here as elsewhere in the lung fields, provided that the film is tilted towards the apices to obtain the closest apposition. I should, however, like to refer briefly to Dr. Rowden's technique for showing abnormalities at the base, since basal abnormalities are far more liable to be overlooked, because the lungs extend downwards for a considerable distance in front of, and behind, the visible contour of the dome. To obtain this view of the base the patient is placed on the film in the supine position, as for the routine posterior examination, but the tube is centred over the frontal bone. This position brings into view the lung posterior to the dome, as far down as the eleventh rib, and similarly one can, by turning the patient into the prone position and centering over the occiput, bring into view the lung anterior to the dome.
In my opinion we shall learn a good deal more about the progress of disease in the lungs when these special views are utilized more often.
Dr. G. B. Bush: Posture in radiodiagnosis of the abdomen.-I propose to confine my remarks to various points which arise in the X-ray examination of the alimentary tract and the gall-bladder, dealing quite briefly with some points, and at slightly greater length with a few that I think will be of major interest.
There are two factors which, it seems to me, render the question of posture of vital importance in the examination of the abdominal viscera. One is that these organs can be considerably altered in their shape and position by a change of posture (an aspect of human anatomy which has been so brilliantly dealt with and stressed by Barclay). Moreover, in the evolution of man from the lower animals, the change of posture from the horizontal to the vertical has resulted in modifications of the abdominal viscera and their supports which are of importance in the consideration of the subject of visceroptosis. The other factor is that most of these organs are hollow cavities or tubes, and we rely, for the radiological demonstration of their anatomy, physiology and pathology, on a radio-opaque fluid to fill them, and fluids themselves are necessarily influen3ed by any alteratiou in posture. Now we can use the force of gravity to assist us in many of our diagnostic problems when making use of opaque fluids. This force is constantly opposed in the body by the force of muscular tone, exerted both in the organs themselves, and also in the muscles of the abdominal wall. The force of gravity can be kept under the control of the examiner, while on the muscular tone of the patient's organs he can have little or no influence. For the exercise of this constant control over the force of gravity during an examination, making it a most helpful servant instead of a frequent source of inconvenience or difficulty, I have found a simple motor-driven tilting couch, fitted with a Bucky diaphragm, and over-and under-couch X-ray tubes, a most valuable piece of equipment. Moreover, a good deal of otherwise necessary palpation can be dispensed with, and a thorough examination of the patient can be made in the minimum of time, and with the minimum of fatigue to both the operator and the patient.
Let us now consider, as briefly as possible, a few applications of these principles to the study of the alimentary tract and gall-bladder.
(Esophagus.-In the examination for strictures, it is usual to watch the swallowing of an opaque medium with the patient erect. If films are made thus, one can show the site of the stricture, but its length and extent are nmuch better shown with the patient lying down and on his side. Proceedings of the Royal Society of Medicine 20 satisfactorily. It is easy to miss pathological and other abnormalities here unless variations of posture are employed as a routine. The type of case which comes to mind is that in which there is a slight hernia, of the cardiac end of the stomach through the diaphragm, or a congenitally short oesophagus with partial " thoracic stomach." In the former case, the cardia may not lie above the diaphragm when the patient is erect, or only very slightly so, and the gas bubble may be too small to be noticed bebind the cardiac shadow, but in the supine position the state of affairs will be more clearly manifest.
Early carcinoma of the fundus of the stomach it is also possible to miss, unless the patient is screened in every position. The supine position with very little barium generally shows it best.
Stomach.-A motor-driven tilting-couch is particularly valuable in the examination of this organ. A small quantity of barium can be made to swill over the entire mucous membrane from fundus to pylorus, and watched under the screen with the greatest of ease and rapidity in the majority of cases, while it is possible to make film records showing every part filled by posturing the patient in the inclined position, at about 300 to 400 to the horizontal. This is particularly the case when examining ani atonic flabby stomach. In the erect posture the fundus is usually empty and the lower pole filled, and often the meal falls away from the pylorus and duodenum unless some form of compression is used, while in the horizontally supine position, the meal flows up to the fundus, which lies much nearer the patient's back, the pyloric end being close to the anterior abdominal wall and remaining empty or only poorly filled.
An inclined supine posture renders the long axis of the stomach horizontal, the angle varying with the type of patient, and I have found the position most valuable for both screening and film records of posterior wall and lesser curve lesions, using only a small quantity of barium.
Duodenum.-There are many ingenious devices for demonstrating the duodenal bulb, and alteration of posture plays an important part. Here, again, a tilting-couch is most useful. The condition known as duodenal ileus, often associated with visceroptosis, is of interest in dealing with the subject of posture. One comes across a fair number of these cases, generally in young women, and it is difficult to assess the importance of the phenomenon as a cause of symptoms. Duval, Roux and B6cl6re lay considerable stress on it in their symposium on The duodenum." I am inclined to think it only of importance, firstly, if I can find definite evidence of organic obstruction in the third part of the duodenum or just beyond, uninfluenced by posture, and secondly in those cases in which the duodenal delay is definitely influenced by a change in posture, and there is a fairly large gastric and duodenal residue after six hours. The first class is surgical and comparatively rare, while those cases falling within the second class I am accustomed to designate by the term " postural duodenal ileus," and to grade them into two classes as ' moderate" or " severe," according as the obstruction is relieved by a change of posture from erect to supine or prone. In the severest cases only the prone position will relieve the temporary obstruction; in the moderate cases the meal passes fairly easily in the supine and the prone position. while in all of them the condition is most marked in the erect posture. An anatomical subdivision is also made according to the site of the temporary obstruction. In all the cases falling into the second class, it is probable that the factor of mechanical obstruction is of much less importance than that of deficient or ineffectual gastric and duodenal peristalsis, at-d in those cases in which there is no gastric delay I think the causes are more likely to be functional" than mechanical, and the condition is not inconsistent with health.
A fairly comprehensive discussion of the whole subject has been published by 21 Section of Radiology 607 Zeitlin,1 who says that he has studied the phenomena of duodenal motility in some 2,000 cases. He arrives at somewhat similar conclusions.
Jejunum and ileum.-ln cases of obstruction of the small intestine, it is unnecessary to stress the importance of examination in the upright position in order to demonstrate fluid levels. As these patients are often very ill, a motor-driven tilting couch is again most helpful, for the patient can be placed on a stretcher on the couch, and raised nearly to the vertical to demonstrate these fluid levels, with no expenditure of energy on his part. (The same applies to cases of fluid collections in the chest when the patient is too ill to exert himself.) The vertical position is also necessary when there is free gas in the peritoneal cavity, and, again, in many cases of diverticula.
With regard to the colon, the question of posture is of importance, (a) in determining the degree of mobility in cases of visceroptosis and (b) in deciding the question of fixation of any of its sections. I have only time for a few words about the pelvic cwcum. The cecum tends to lie deep in the pelvis (1) when the ascending colon is longer than usual; (2) when the caecum is excessively mobile or there are congenital maldevelopments of the mesentery; (3) when it is fixed by adhesions from inflammatory processes in the female pelvis. I have found the following manceuvre useful in persuading the pelvic cecum to ascend into the right iliac fossa where it can be palpated. The patient is tilted into a slight Tredelenburg position, and turned slightly on the right side to relax the right abdominal muscles, and pressure is exerted obliquely downwards from the left side. This pressure squeezes coils of small intestine down into the pelvis from the left side if the patient's bladder is not too full, and these coils push the caecum up, the force being redirected from the pelvic floor.
Before I conclude with a short consideration of the examination of the gallbladder, I must refer briefly to visceroptosis. This, of course, is a subject in itself, and I will do no more than suggest that there are still abroad many misconceptions on the subject. Its evolutionary significance has already been mentioned, but I strongly suspect that we may be wrong if, on demonstrating nothing more than a degree of visceroptosis in a patient radiologically, we jump to the facile conclusion that this in itself is the cause of the symptoms on account of which he or she has been referred to us. It is more probable, I think, that the visceroptosis is only one link in the chain of cause and effect, and that there is an underlying condition-nervous, or metabolic, or both-which could be more truly described as the major cause of the symptoms complained of.
Gall-bladder.-Soon after adopting a motor-driven tilting couch to effect change of posture in the routine examination of the alimentary tract, I noticed in one or two cases that gall-stones were more clearly demonstrated on Bucky films taken in the vertical position than on those made horizontally. I then investigated a case of typical gall-bladder colic, using the oral method of cholecystography, and found that not only was the gall-bladder itself more clearly shown vertically, but that cholesterin calculi, which in the horizontal position spread out in a thin layer over the anterior surface of the dye-filled gall-bladder and were almost invisible, sank to the bottom in the vertical position and formed a distinct layer with a horizontal upper level, and could be easily distinguished. A sceptical surgeon informed me that this was impossible, as gall-stones floated, so a test was made with an excised gall-bladder, bile, and gall-stones which were radiographed, both with and without added dye, in the vertical and horizontal positions. The test clearly proved that gall-stones tend to congregate together at the bottom of the gall-bladder, and are more likely to be demonstrated in the erect than in the horizontal position. I eventually discovered a case of multiple opaque small gall-stones, a slide of which, taken in the two positions, demonstrates very clearly the points under discussion. Minute calculi and collections of gall-bladder " sand " can somdtimes be shown in this way in the course of a cholecystographic examination, and I now make horizontal and vertical radiograms as a routine.
Much of interest and importance has yet to be stated about the influence of posture in the X-ray examination of the genito-urinary tract and of the spine and pelvis, particularly in spinal curvatures, and lumbo-sacral conditions, such as "4 sacroiliac slip," but enough has been now said about the importance of posture to indicate the immense interest of this aspect of radiodiagnosis and to stimulate further research into the mechanism of the living human body both in health and disease.
